MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH —-62—-01-/484

I [ Yes | O .No. | O Unknown

9. WAS AUTLTSY | 20s. ACCIDENT  SUICIDE  HOMICIDE 205, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 16.)
PERFORMED ] a ]
YES ] NG

*20c, TIME OF- " Hour Manth, Day, Year
INJURY  _ am,

EE DAL N -E .

DEPARTMENT Oof PUBLIC HEALTH AND WHELFARK STATE FILE NUMBER
Doc:{ "‘rarsm‘f AMENDED Rogis{Eijr{ DifETyTyo. A.PR—.I..?.%?.JEM.W Registration District No. _.3.Q59__,__,__Reg[nrar'u No. -_-_Z_ﬂ----__
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whare deceased lived. If institution: Residence before
VS 300 a - COUNY  gt, Francols - STATEMS ggouri®™ ©ONY gi ., Fruanco gt
Rev. 4/59 % b. Cé‘g (If outside corporate limits, give TOWNSHIP only) Length of stay in 1b ¢. C(I)LY Inyide Limim
< TOWNRonne Terre _ TowN Bonne Terre RU# 2 Yo 00 No [
Vi 4. / < <. FULL NAME OF (If NOT in hospital, give location] tneide Limits d. STREET {If cutside, give iocation) Reside on Farm
= ?h%stﬁ}{}enou ¥ No O ADDRESS Yeos O Noﬂ‘
o o o3
a4 |, )8 '
3 ) 3. NAME OF DECEASED Firgt Middle Last 4, DATE Month Day Year
(Type or print} - . OF .
: THOMA S JEREMIAH CLIFPORD ceath April 12, 1962
& 5. SEX 6. COLOR OR RACE 7. Married [X Never Married [1 |[8. DATE OF BIRTH 9. AGE (last birthday) [IF UNhDER 1 YEAR | IF UNDER 1;: HR
) ; o e - H H in.
5 { Male Whi te Widowed [ Diverced 15/ -51/1898 63 MS‘I s I &1 aurs in
102, USUAL OCCUPATION (Give kind of wark dona | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE {City and state or country} | 12. CITIZEN OF WHAT COUNTRY
W + ing Ii i retirad -
6 4 METmSh e "B T8 8 plh Lead Co. Denver, Colo. U.3. 4.
7 {. 9 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
—r
) Thomas Clifford Mery Kinneavy Katheryn Delcour Clirt-
8 2‘ W 15. WAS DECEASED EVER IN 1.5. ARMED FORCES? 18, SOCIAL SECURITY NO. 17. INFORMANT Address I’Id
— < (Yes, no, or unknown) (If ive, waror dates of yervig . o . Bonne
Y200 | | B Mrs. Kethervn De Cliflford
f( - 18, CAUSE OF DEATH (Enter only one cavse per line INTER VA E|
10 ‘-Zu PART I. DEATH WAS CAUSED aY: ¥ ; ONSET AND DEATH
2ls = IMMEDIATE CAUSE (a) ) eelceel ]
1 -19 3 -
Ola 3 P .
12 o é [=] c?’r!dgtlom, if any, DUE TO (b)
3, . -1 I‘y?n'gw cay'uunlu::: DUE TO (¢)
_—__CZ) PART H. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART Ill, If deceasad was female  was
disease condition given in PART I (a) thare a pragnancy in last 90 days,
4
z
i)
=
o
Z
3

a

MEDICAL CERTIFICATION

..r" 20d. INJURY QCCURRED 20e. PI.ACE OF INJURY (0.g., in or sbout hOﬂM, 20f. CITY, TOWN, OR LOCATION COUNTY STATE
P ! WHILE AT WORK E‘ farm, factory, street, office bidg., etc.)
- Y R NOT WHILE AT WORK [

..
.

‘e
/]

USE BLACK INK
OR
TYPEWRITER RIBBON

al’ -
é A ~f MY ‘_11.\'4 attendsd the deceased from_g%_‘_uj_ L.%L‘l—“«d last uw him 8live ON%A&_LI_L_L_-
fa) ) Death occurred ot f P n the date stated sbove, and to the best of my kno ge, from the causes stated
— gra——
3 % 770, JGNATURE (n.gm or vitle) b_ 775, ADDRESS T3 DATE SIGNED
z o C?' )’V'. / Rivermines,Missouri «/18/62
z Ta. BURIAL, CREMATION, ) 234, NAME OF CEMETERY OR CREMATORY 73d, LOCATION (City, fown, of county) (Srate)
O g 2 REMOVAL fp«lfy] i .
z | Burla 4714/1962 | St. Francois Memo. t. Prancois Co. Mo.
= < | TZa. FUNERAL DIRECTOR ADDRES! 25. DATE RECD. BY LOCAL REG. |26. REGPRRAR'S SIGNATUR
£ | Murphy L. Sparks Flat River, Mo.| £h. 43 (4[3 cé:iicw
|

{Licensed Embalmaer’s Statement on Reverse Slde}




av

STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by Student Embalmer No.

working under my personal supervision.

Student

Signature of Student Embalmer

ensed Embalme . 6

P. O, Address

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply

with the above constitutes grounds for revocation of license).
1f embalmed by a STUDENT, he also sha!l sign in his OWN handwriting.
i this body is not embalmed, fact should be so stated above.



